levels of success. 2 Wathen and MacMillian's systematic review concluded that there were no high-quality evaluations of shelter stays, although they found fair evidence that a specific program of advocacy and counseling for women who spent at least one night in a shelter reduced reported violence and improved reported quality of life. 3 Other evaluations specific to screening and counseling interventions in health care settings [4] [5] [6] [7] have also had mixed results. Sullivan et al. 8 conducted a review of counseling interventions provided within or in collaboration with domestic violence programs, and found research limited to only six studies, some of which showed Spring 2017 • vol 11.1 promise for reducing depression and anxiety and improving well-being, but many of which had methodological limitations. Thus, much more needs to be learned about how to effectively address IPV in community-based settings.
Conducting such work through academic-community partnerships could provide new insights into how to best meet survivors' needs. Despite the potential health benefits of academically developed interventions implemented in community settings, successful dissemination and collaboration has often been limited. Barriers to dissemination and implementation of evidenced-based interventions include a lack of organizational resources, overly complex or time-consuming/ expensive designs, challenges for community organizations to finding and adapting these interventions, and failure of interventions to address tools and outcomes of interest to community organizations. [9] [10] [11] [12] Overcoming these obstacles through solid academic-community partnerships will bolster research on interventions for IPV.
OBJECTIVES
We had an opportunity to address this need through an academic-community partnership between public health researchers (M.V.W., S.I., J.C., A.G.) and practitioners from a domestic violence community service organization (L.M., S.C.S., M.P., M.T.). The aims of this paper are to 1) describe the collaborative process of planning and evaluating a new counseling program, namely, the WISH, and 2) present results of a pilot implementation and outcome evaluation. We conclude with lessons learned regarding both the implementation of the new counseling program in a community service organization, and the academic-community partnership.
METHODS

The WISH Program
WISH is an eight-session, individually tailored counseling program that focuses on helping women experiencing IPV stay safe and make informed decisions about the abusive relationship to improve their physical and mental health.
WISH is based on the transtheoretical model 13 and formative research 14, 15 that led to defining five stages of readiness to end the abusive relationship. The five stages are: 1) precontemplation (the woman does not want to end the relationship or is unsure about ending the relationship), 2) contemplation (the woman wants to end the relationship, but has not done anything to prepare to end it), 3) preparation (the woman wants to end the relationship and has begun preparing to do so), 4) action (the relationship ended less than six months ago), and 5) maintenance (the relationship ended more than six months ago; Figure 1 ). Consistent with the transtheoretical model, a variety of counseling activities were created for each stage to activate the influencing factors (e.g., self-knowledge, decisional balance) thought to move a client through the stages.
A manualized WISH curriculum was built around these The Process 
The Evaluation
Thirty women, 18 years of age or older from the Frederick/ Greater Baltimore, Maryland, area who had experienced IPV and presented to HH for IPV-related counseling were recruited to participate in the evaluation. Participants completed 1) a baseline survey (at the beginning of counseling), 2) an exit survey (after completing eight counseling sessions), and
3) a post-counseling survey (8 weeks after the exit survey).
Participants provided written consent and received a $10 gift card after completing the baseline and post-counseling surveys.
Implementation Evaluation. To evaluate the feasibility of delivering WISH, we assessed program exposure/fidelity using counseling session encounter forms completed by the counselors, counselor experience using the in-depth key informant interviews, and participant experience using exit survey data. These sources provided a mixture of quantitative and qualitative data, which were analyzed using descriptive statistics and thematic coding.
Outcome Evaluation. To assess the potential impact of WISH, the present study measured six outcomes with previously used instruments: 1) overall health rating, 18 2) quality of life rating, 18 3) self-efficacy 15 15 These were measured using self-administered baseline, exit, and post-counseling surveys. The counselors noted on the encounter forms when they used other counseling modalities, including validation and reflective listening to build rapport, cognitive reframing, trauma education, and coping strategies. They also noted that they addressed specific issues that women raised, including custody issues, boundaries, grief and loss, job stress, living independently, and issues related to children.
RESULTS
Sample
Counselor Experience. The counselors noted in their interviews that having a structured approach to identify their client's goals and engage them in associated activities that were the most relevant and appropriate to their stage was very helpful. For example, one counselor said,
The goal-centered approach was very useful for me, because as a clinician, it gave me a way to think about working with clients and it gave me tools to use while I was working on specific [issues].
The counselors indicated that the structure provided by WISH made their sessions more focused and that the process of staging clients was helpful to guide their clinical response.
They also appreciated having the encounter forms to serve as helpful reminders to check on their clients' safety, past history, and to conduct the danger assessment at each visit.
However, although they found the encounter forms and goal-based activities to be useful, they also found it difficult to get comfortable with the increased number of forms and paperwork to mange in each session. One counselor said, The counselors also noted that given the diversity of their clients' experiences, not all of the examples used in WISH activities were applicable to every client. Similarly, counselors discussed how an exercise that asked clients to discuss unhealthy relationships of others that they know often resulted in clients' inability to connect those experiences with their own, leaving the counselor feeling like that particular exercise was not effective.
The counselors suggested including components that deal with grief and loss of a relationship, and to add a focus on psychological and emotional violence. They also noted that although eight sessions were enough for many clients, some needed additional sessions, and many seemed to prefer stretching the eight sessions over 3 months instead of 2 months. One counselor noted, I think it almost at times felt like it was more the length of time connected, not necessarily the number of sessions because thinking about the clients who came every single week, it was a shorter relationship and . . . not that they didn't benefit from it, but there just wasn't as much that happened during those 2 months. "Identifying the abuse, learning techniques to stop the abuse."
Self-awareness "I realized that my culture and background and how I was raised set up wrong truths for me."
"The knowledge and ability to recognize the struggle of surviving trauma."
"Understanding that bruises on your heart are just as bad as bruises on your body."
Qualities of the counselor "One-on-one support. It was an hour of not being judged, having a counselor listen to what I had to say. It made me feel very important."
"She (counselor) was great. She was an amazing listener and support system."
Qualities of the whole experience "Very well done; knowledge was helpful; I could identify with it."
"Everyone was very nice and kind." 
a Ten of the 12 rated health as "good," "very good," or "excellent" at baseline. b Three of the 12 rated QOL as "pretty good" at baseline.
c Five of the seven indicated "somewhat sure I could" or "very sure I could" at baseline. d Six of the six indicated "somewhat sure I could" or "very sure I could" at baseline.
e Six of the seven indicated "rarely" or "never" at baseline.
f One of the seven indicated "never" at baseline.
g Three of the six indicated "never" at baseline.
h Two of the five indicated "rarely or "never" at baseline.
i Nine of the 10 indicated "never" at baseline.
j Each Likert response was assigned a numerical value from 1 to 4. Scores for each decisional balance category (e.g., benefits, drawbacks) were generated by adding these numerical values together. If a woman answered at least nine out of ten questions for a decisional balance category, then a score was generated. In cases where one question was missing, the average of the other nine items was used to generate a score for the missing item. k None of the 10 indicated were in action or maintenance at baseline. size, the six outcome measures were not analyzed statistically and results presented are descriptive (Table 4) Finally, the evaluation was fueled by strong community partner investment. The evaluation was initiated by the community partner approaching the academic partner after a presentation on WISH, and expressing interest in integrating the intervention into its current practices. This is significant because it belies the stereotype (and perhaps too often, the reality) that academic institutions implement and evaluate interventions in a top-down fashion. In this case, HH identified its own needs and reached out to fulfill those needs by requesting collaboration. At the time of publication, HH was still using components of the WISH protocol, despite the end of the pilot evaluation. HH staff played an active role at all stages of the evaluation, consistent with aspects of a community-based participatory research approach, wherein there is an "iterative process that supports co-learning and empowerment." 9, 21, 22 The limitations of the work center on the fact that, despite the significant human capital devoted to the project, resources of time and money were very limited and required us to use a less rigorous study design than desired. The work, however, was strengthened by a detailed focus on intervention implementation and the addition of a qualitative component that solicited feedback from both staff and participants. Future work can build on the findings of this project by refining the curriculum to include elements that were suggested during this implementation, expanding the sample size, adding additional recruitment sites and a comparison group, and increasing retention in longitudinal follow-up data collection.
CONCLUSIONS
The present study highlights the strengths of academiccommunity partnerships to conduct meaningful research that can advance theory-grounded, practice-based evidence.
Specifically, these partnerships facilitate implementation by expanding resources and increasing engagement, as well as creating opportunities to test ecological validity. A manualized treatment protocol coupled with experienced clinicians has the potential to positively impact a variety of IPV-related health outcomes. Further scaled-up collaborative research should be conducted to rigorously examine the efficacy and effectiveness of these protocols.
